ABSTRACT Long-term care services for people with human immunodeficiency virus/ acquired immunodeficiency syndrome (HIV/AIDS) were fostered in New York State by passage of HIV-specific regulations that set program standards and authorized reimbursement rates sufficient to support these standards. A rapid expansion of HIV-specific capacity has occurred. Demographic and selected clinical characteristics of the populations in AIDS residential health care facilities and AIDS adult day health care programs in New York State are presented. Aspects of the service models for these two program types that have changed to meet new needs are discussed.
INTRODUCTION
The New York State Department of Health (DOH) AIDS Institute was established by legislative mandate in August 1983 to coordinate New York's response to the emerging human immunodeficiency virus (HW) epidemic. Initially, the development of health care services for people living with HIV/AIDS (acquired immunodeficiency syndrome) focused on ambulatory and acute care services. The development of a health care infrastructure for HIV care in New York State was aided by the establishment of enhanced Medicaid reimbursement rates for HIV care to assist program development and to reflect the high costs of providing care. new facilities that would specialize in providing services to people with HIV/ AIDS. Incentives were established to attract providers, and a rate methodology was developed that recognized the increased costs of providing services to this population and was sufficient to support program development.
The continuum of long-term care services specific to people with HIV/AIDS in New York State includes AIDS adult day health care (ADHC) programs, AIDS home care, AIDS residential health care facilities (RHCFs), and AIDS hospice. This paper focuses on the characteristics of patients in AIDS RHCFs and AIDS ADHC programs as these two models of long-term care differ most significantly from traditional geriatric long-term care services. Changes that have occurred in these models, based on changing needs of the participants, are described.
The Chronic Care Services Section was established within the AIDS Institute's Division of HIV Health Care in 1989 to oversee program development and to provide quality oversight. This Section established program standards, including strong social and supportive service components, to ensure that HIV long-term care programs met the needs of people with HIV/AIDS. This Section worked with health care and community-based providers to develop capacity within a continuum of HIV-specific long-term services.
It was recognized that people with HW infection who required long-term care services differed significantly from the geriatric population in long-term care. Many people with HIV are young, of racial or ethnic minorities, more likely to have a history of substance abuse, and have major psychiatric disorders. A significant proportion does not have social support systems that can assist in the care of their chronic medical and functional needs. It was clear that models of long-term care service provision would need to be altered to reflect these different service needs. It was especially important to include case management services, substance use treatment modalities, and mental health services in these programs.
Because of a limited number of approved treatments for HIV and associated infections at that point in the epidemic, it was necessary to ensure access to clinical trials. providers. These nontraditional sponsors, organizations with a commitment to HIV services that previously had provided housing, drug treatment services, and community social work services, were now expanding to offer health services.
DATA SOURCES
The AIDS Institute provided these agencies with technical assistance so that they could offer health care services in compliance with state regulations and codes.
An incentive for providing services to people with HIV infection was that facilities with AIDS-specific units were able to access enhanced Medicaid rates.
The usual tool used to calculate resource utilization for residents in nursing facilities (Resource Utilization Group Score) was adjusted to reflect real costs of HIV care that were not captured in this assessment. In addition, there was a 20%
increase in indirect costs and increases to cover increased medical and substance abuse services, pharmacy costs, and a capital component. Facilities that had residents in AIDS scatter beds received additional reimbursement based on the adjustment to the Resource Utilization Group Score. The numbers and costs of HIV treatments rose more quickly than rates could be reconfigured, and eventually many HIV drugs for residents in AIDS facilities and scatter beds were authorized to be billed directly to Medicaid.
Modifications were made to the traditional geriatric nursing home model to (Table I ).
In addition to these beds, there are 200 beds in a New York City chronic care
hospital that provides similar services, for a total of nearly 1,300 beds in 1998. (Table II) .
Clinical data from a sample of 111 residents at 12 RHCFs in 1998 reveal a relatively advanced level of immunosuppression and a lack of viral suppression, but both improved somewhat after admission. Just over 50% received highly active antiretroviral therapy (HAART), a regimen comprised of two nucleoside reverse transcriptase inhibitors and a protease inhibitor or non-nucleoside reverse transcriptase inhibitor, prior to admission to the RHCF; a majority received HAART once admitted. Many residents had laboratory evidence of hepatic disease. Past and recent illicit drug use was high (Table III) .
While the traditional method of estimating resident resource utilization in the than half had dementia by the end of their stay, and a significant percentage required skilled services such as intramuscular or intravenous medications.
AIDS ADULT DAY HEALTH CARE
In 1993, regulations were promulgated that set program standards and reimbursement rates for AIDS ADHC. These programs were intended to serve a medically fragile population at high risk of nursing home placement. Medical eligibility for these programs was established as requiring a diagnosis of AIDS or symptomatic HIV disease. ADHC provides multiple services at one site, as well as a therapeutic milieu, for people who benefit from a structured community setting.
A minimum of 3 hours per week of health services must be provided to each registrant, who is required to remain at the program for at least 3 hours per visit.
A wide array of services is offered, including medical care and nursing, case management, substance use, mental health, and nutritional services. In general, the ADHC programs do not provide full HIV primary care to participants, but function as an extension of the primary care provider. In addition, the ADHC programs provide intensive adherence services to help registrants maintain their complex medication regimens.
Grants from New York State and Ryan White CARE Act Title I funds were provided to agencies to support developmental activities to prepare for submission of a CON. While a few ADHC programs were sponsored by traditional health care institutions, most were sponsored by community-based organizations. (Table IV) . This same survey noted that 25% of registrants had a history of abuse or neglect, and 12% were on parole from the criminal justice system. While 99% of registrants were independent in ADL, 25% needed 
OBSERVATIONS

AND LESSONS LEARNED
The Some HW-infected people with multiple mental health, substance use, and adherence service needs do not tolerate highly structured programs. Medicaid will only reimburse for medical day programs, and grant funding has begun to support less intense and structured social day care demonstration programs, in order to examine the benefits of this model. While social day care often does not have a medical/nursing component, these programs include case management, substance use and mental health services, and meals. In addition, social day care
provides the benefit of a structured milieu, though less so than ADHC.
CONCLUSION
We raise the following questions from a state policy perspective. What is in the future of long-term care needs of New York State residents with HIV infection?
How can these needs be met in the least restrictive environment possible? How can these needs be met in a financially responsible manner?
The Department of Health made funds and technical support available to create an infrastructure for chronic care services. If HIV disease remains responsive to antiretroviral therapy, and mortality and morbidity rates for people with HIV/AIDS remain low, how can the chronic care needs of people with HIV/ AIDS be met best? The challenge will be to determine the appropriate mix of chronic care services that will needed. Assessing long-term care needs and crafting programs that truly meet these needs is a formidable task. Blustein et al note that:
The health service delivery system has not yet developed criteria for determining who will fare best in each type of long term care setting and.., how many people can be expected to need each of these different types of long term care. 61p321
In addition, development and change in the long-term care infrastructure for individuals with HIV illness require advance planning, and it remains unpredictable if the improvements in the clinical status of people with H1V infection will continue, or if morbidity and intense care needs will increase. Long-term care needs likely will change over this next decade. New York State health care planners will need to have great foresight and flexibility to meet the need for these services. While a large system of care will continue to be necessary, the exact shape and relative importance of the components of longterm care services for HIV-infected people 10 years from now is difficult to predict.
Much will depend on the continued success of current treatment advances, as well as on the availability of community resources. State government needs to play an active role in ensuring that the long-term care needs of New York State residents with HIV/AIDS are met.
